Dupuytren's disease is characterised by bromatous nodules in the fascia of the palms. The nodules progress with time, forming a string or brous cord from the nodule to the ngers. Later contraction of the nodules may lead to permanent nger contractures. The French surgeon Guillaume Dupuytren described the anatomical pathology of the disease in the Lancet in 1834, and also reported how to cure this condition by surgery. Since then, there has been ongoing research on the epidemiology of disease, with many indicators presumed to affect the occurrence of the disease. Very limited progress has been made in its treatment for the last one and half centuries. The disease has a family tendency, and is common in Caucasians. Up to 30-40% of elderly men are reported to have symptoms of this disease (1) . Factors reported to correlate with the disease are increasing age, gender and smoking (1) . For decades, there has been an ongoing discussion as to whether manual work affects the occurrence of the disease. The general opinion in the medical literature has not favoured an association between Dupuytren's disease and occupation (2) . The disease has been associated with alcohol consumption in a number of studies (3 -8) . Nevertheless, as shown in Table I , there have been con icting results regarding this association (9 -12) . The aim of the present study was to assess the association between alcohol consumption and Dupuytren's disease.
MATERIAL AND METHODS

The Reykja×ik Study -general design
In 1967 a large population-based health survey was started in the Reykjavik area of Iceland (1) . The main aim of this study was to investigate the epidemiology and potential risk factors of cardiovascular diseases. The participants were males born in the years 1907-34 and females born in 1908-35 with legal residence in the Reykjavik area. The study population was divided into six individual groups; A, B, C, D, E and F according to birth dates. The different groups were invited for examination up to six times during the period 1967-97. As part of the fourth phase of the Reykjavṍk study a survey on Dupuytren's disease was carried out in 1981-82. Altogether 2165 participants were clinically evaluated for signs of Dupuytren's disease. They were all examined by the same physician and came at random to the study.
Present study
In 1981-82 a total of 1297 men were examined for signs of Dupuytren's disease (1) . Eighteen years later, as a nested case control study within the Reykjavṍk study, those Dupuytren's patients who could be reached from the former study (n ¾122) and a control group (n ¾ 122) were reinvited. The patients were matched in pairs for age and smoking habits according to the clinical status in 1981-82. The participants were invited with a letter and those not responding were contacted by telephone. The same medical doctor examined all the participants and they answered a structured questionnaire about their drinking habits. The participants were directly asked about their lifelong alcohol consumption in a structured way. Initially, they were asked an open question ''How would you describe your lifelong alcohol consumption?'' Next, the participants were asked whether they would describe there lifelong alcohol consumption as: none, little, moderate or excessive. The nal question was whether they had been treated in hospital for alcoholism. The hands were examined by the same physician and categorised as normal, stage 1 of Dupuytren's disease with palpable palmar nodule larger than 5 mm, skin tethering or brous cord and stage 2 of Dupuytren's disease with contracted ngers, including those operated on due to contractures.
Statistical e×aluation
All calculations are based on the cross-sectional clinical observations made in 1999. Statistical signi cance was evaluated using the chi-squared test, and the level of signi cance was set at p B0.05.
RESULTS
Of the 244 invited participants, 193 (79.1%) attended the study, 92 from the original Dupuytren's group in 1981-82 and 101 from the matched control group. At the follow-up clinical examination in 1999, a total of 137 participants had clinical signs of Dupuytren's disease, while 56 had no signs of the disease (Fig. 1) . The mean age and smoking habits measured in packyears were similar in both groups (Table II) . Table III indicates that 10 (7.3%) of the men with Dupuytren's disease had been treated for alcoholism and a further 9 (6.6%) were heavy drinkers compared to 6 (10.7%) and 2 (3.6%), respectively, of those with no signs of the disease (NS). Total abstainers from alcohol were 11 (8.0%) in the Dupuytren's group compared to 7 (12.5%) in the control group (NS). Furthermore, there were no differences in little or moderate alcohol consumption between the groups. No differences in alcohol consumption were found between those with only palmar nodules or brous cords and those who had contracted ngers or had been operated. Furthermore, a positive family history of Dupuytren's disease was not associated with excessive alcohol use (Table III) . showing the opposite, such as the results of the present study.
From 1917 to 1935 the use of alcohol was prohibited in Iceland, as in many other countries at that time. After legislation of alcohol, the total alcohol consumption in Iceland increased threefold from 1935 to 1970. Despite this, however, the alcohol consumption in Iceland has been reported to be the lowest per capita in Europe (13) . It can generally be said that the drinking pattern in Iceland is characterised by excessive drinking, especially during weekends, with long times of sobriety in between. The prevalence of alcoholism depends on the diagnostic criteria used. Alcohol dependency has been estimated to be 1.4-1.8%, while heavy drinking has been reported to be 11.1-14.4% in the Icelandic population (14) .
Studies on alcohol consumption are prone to be biased, and underreporting of alcohol consumption or recall bias are well known (15) . The classical method in alcohol-related studies is to ask for units of alcohol consumed at present and to evaluate it over a period of time. For assessing lifelong alcohol consumption in males, 74 years of age, we considered such a quanti ed approach to be highly inaccurate because of recall bias, and therefore we chose the questionnaire described in Patients and Methods. The method used in the present study is more a qualitative than a quantitative assessment. It may be inaccurate in assessing lifelong alcohol consumption because the participants compare their drinking habits with the social environment they are most familiar with. However, it can be expected that such bias is similar in both groups. As the tendency is probably to underestimate alcohol consumption, those that classify themselves as heavy drinkers or having been treated for alcoholism are presumably in the right category.
About 30% of those invited to the initial study (the Reykjavik study) did not attend and 20% of those invited for the follow-up study did not attend the re-evaluation. Thus, there may be a selection bias in the material presented, both in the initial cohort and in the present study. However, it is dif cult to interpret this effect on the results presented here. In general, one might assume that heavy drinkers and alcoholics are less likely to participate in health surveys than those with moderate or low alcohol consumption. The results from the present study can be compared to other studies. In most studies, approximately 5-10% are abstainers, 12-17% reporting heavy drinking and 70-80% reporting little or moderate drinking (16 -20) . In the present study, 8.3% of the participants had been treated for alcoholism, which is similar to the overall gure in Iceland, which is about 6% (15).
Of the 101 participants who were symptom-free in 1981-82, 53 (52.5%) had developed clinical signs of Dupuytren's disease in 1999 while 48 were symptomfree (Table III) . There was no association between drinking habits and the development of Dupuytren's disease.
DISCUSSION
In the present study on males in the Reykjavṍk area of Iceland, no difference in self-reported alcohol consumption was found between men with and without Dupuytren's disease. Thus, alcohol consumption did not seem to be related to the prevalence, incidence or staging of Dupuytren's disease. Some previous studies have associated Dupuytren's disease with the use or abuse of alcohol, but there are also other studies 1 All differences between groups are non-signi cant. 1 All differences between groups are non-signi cant.
We did not match for social classes in the present study, but, as mentioned in the introduction, in the medical literature Dupuytren's disease is generally not considered to be related to social classes (2) . Alcohol consumption and its association with social classes is a complex issue. Some studies have found no or an inverse relation between social classes and alcoholism, while others have found a higher incidence in the lowest social class (16 -20) . The prevalence of Dupuytren's disease is highly related to age (1) . Smoking is associated with alcohol, and smoking is also a risk factor for Dupuytren's disease (1, 21) . We therefore selected the control group with the same mean age and smoking habits as the Duypuytren's patients. As neither the group studied (Dupuytren's patients) nor the outcome (alcohol consumption, alcoholism) is directly and uniformly related to social classes, we concluded that matching for social classes was not indicated for the question asked in the present study.
As the incidence of Dupuytren's disease is high, 53 men who were disease-free in the initial study in 1981-82 had developed signs of Dupuytren's disease, and 8 who had mild signs of the disease in the former evaluation were not diagnosed with the disease in 1999. The mean age, smoking and drinking habits were the same in these subgroups as in the other groups studied. The eight cases with mild signs of Dupuytren's disease in the former study, and who were disease-free in 1999, might be explained by a regression of small palmar nodules.
Different ndings in previous studies on the relation between alcohol consumption and Dupuytren's disease can probably be explained by differences in study design (Table I ). In the older studies, some currently known risk factors of Dupuytren's disease, such as age, smoking, racial and sexual differences, were not taken into account. Most studies relating alcoholism to Dupuytren's disease have been performed on selected groups of hospitalised patients or patients operated for nger contractures (3 -8) . In studies on the general or unselected population, a statistically signi cant association between alcohol consumption and Dupuytren's disease has not been con rmed (9 -12) . This difference can be explained by the Berkson bias, which indicates that those with two disorders (for example, alcoholism and Dupuytren's disease) are more likely to get medical attention than those with only one disease (22) .
When evaluating a cohort of elderly males no difference was noted in alcohol consumption between men with Dupuytren's disease and disease-free controls. Thus, alcohol did not seem to be an independent risk factor for Dupuytren's disease in the present study. The study cannot answer whether there might be an interaction between smoking and alcohol in relation to Dupuytren's disease, however, as the groups were matched for smoking habits. In conclusion, the results of the present study do not support the theory that there is a positive association between the use or abuse of alcohol and the occurrence of Dupuytren's disease.
